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annually, and this paper describes the latest results obtained on them at follow-up five to eight years after operation:
(1) Most " postgastric operation syndromes " occurred with roughly equal frequency after all three operations, but early dumping was marginally more common and severe after subtotal gastrectomy; however, it very seldom assujned crippling proportions. Diarrhoea was certainly more frequent after the two vagotomy operations than after gastrectomy, but most of it was very slight and occurred episodically, so that it was only rarely a source of disability.
(2) A comparison between the postoperative weight of patients and the optimal weight of individuals of the same age and height, as calculated from life assurance tables, showed a distinctly greater reduction of weight after gastrectomy and vagotomy and antrectomy than after vagotomy and gastroenterostomy.
(3) Recurrent ulceration was diagnosed in 7 to 10% of patients after vagotomy and gastroenterostomy and in 2 to 5 or 6% of patients after vagotomy and antrectomy or subtotal gastrectomy.
(4) Overall assessment of the quality of the results (Visick grading) after the three operations showed vagotomy and antrectomy and subtotal gastrectomy to be slightly superior to vagotomy and gastroenterostomy, but the difference was statistically insignificant. The results of all operations tended to deteriorate gradually with the passage of time.
The results in female patients were analysed only in those who had had vagotomy and gastroenterostomy. A comparison of the outcome of this operation in women and men, revealed that the results were distinctly poorer in the former, with I higher incidence of most postgastric operation symptoms and of recurrent ulceration than in men.
We would like to express our thanks to the following for their assistance in the conduct of this study: Mrs. R. Nicolson , 1968, 2, 787-789 When the controlled trial of elective surgery for duodenal ulcer in Leeds and York . It is not denied that there may be some slight dissimilarities in the composition of -these contrasted series of cases, but the follow-up assessments were conducted by the same group of investigators using exactly the same criteria and "blind" routine for all cases.
Vagotomy and Heineke-Mikulicz pyloroplasty. Note were epigastric fullness, flatulence, and nausea, but for the most part these differences were not statistically significant.
One symptom not included in Table I Severe.
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It will be seen that the various alterations in bowel habits occur in roughly the same proportions after vagotomy and pyloroplasty as they do after operations involving vagotomy, but the incidence of diarrhoea-certainly of severe diarrhoeais less after pyloroplasty than after gastroenterostomy. However, this difference is not statistically significant.
Recurrent Ulceration
The incidence of recurrent ulcer, proved at laparotomy or very strongly suspected on clinical and radiological grounds, two years after vagotomy and pyloroplasty and the other operations is shown in Table IV , from which it would appear that in our hands the former operation is more prone to be followed by recurrence of ulceration than is any of the other procedures studied. (It is only fair to point out, however, that because of the distortion produced in the pyloroduodenal region by pyloroplasty postoperative radiological examination for recurrent ulcer is particularly unreliable after this operation. Consequently the surgeon may be less confident about excluding further ulceration as a cause of symptoms, so that there may Toa be a greater inclination to diagnose recurrent ulceration after pyloroplasty.) Particularly impressive in this respect is the absence of any recurrent ulcers at this stage after the two resection operations-subtotal gastrectomy, and vagotomy and antrectomy-compared with an incidence of 3.6% for vagotomy and gastroenterostomy and 6.3% for vagotomy and pyloroplasty.
Visick Grading
We have used a classification of overall functional results closely following that proposed by , which recognizes four categories of result . The Visick grading at two years after the various types of operation is shown in Table V . It will be seen that vagotomy and pyloroplasty is followed by a higher proportion of category IV results than any other operation, except vagotomy and gastroenterostomy in cases rejected from our controlled trial. The percentage of cases in categories I and II after it is also lower than after any of the other types of operation without exception, but the differences in this latter respect-even between it and vagotomy and antrectomy-fail to be significant (P>O.1). However, there is a significant difference between the combined category I and II score of vagotomy and pyloroplasty and of vagotomy and antrectomy and subtotal gastrectomy when taken together (P<0.05). Discussion The present popularity of pyloroplasty instead of gastroenterostomy as the method of gastric drainage for use in conjunction with vagotomy is apparently based on its more physiological nature and on the expectation or finding of fewer postoperative symptoms due to disturbances of alimentary function, such as bilious vomiting, though a slightly higher incidence of recurrent ulceration has been reported by some authors (Weinberg et al., 1956 ; Burge, 1964 ; Holt and Lythgoe, 1965; Schofield et al., 1967) . Our own data on the relative results of vagotomy and pyloroplasty and of other operative methods may be to some extent invalidated by dissimilarity in the series of cases we have contrasted-though assuredly not more so than in most other published comparisons of this kind. The value of our comparative assessments may also be lessened by the fact that they were made such a short period as two years after operation. But, for what they are worth, our findings have failed to reveal any significantly lower incidence of symptoms of alimentary dysfunction after pyloroplasty than after gastroenterostomy (Tables I, II, and III) . Indeed, our impression is that the overall functional results after pyloroplasty may be poorer than after gastroenterostomy (Table V) , but again the difference is statistically insignificant. We have also found an apparently greater tendency to further ulceration after vagotomy and pyloroplasty than after vagotomy and gastroenterostomy (Table IV) . Our findings, which can only be tentative at this early stage, would lead us to doubt the alleged advantages of vagotomy and pyloroplasty over vagotomy and gastroenterostomy.
It would be reasonable, too, to question whether pyloroplasty is as safe a drainage operation for routine use as gastroenterostomy. Neither of the two operative deaths in our series of 175 cases treated by vagotomy and pyloroplasty could be directly related to the choice of this particular operation, but we have encountered three or four instances of leakage and fistulation following the use of vagotomy and pyloroplasty in other cases under our care, two with fatal outcome. These experiences emphasize the importance of avoiding this operation in any patient in whom serious technical difficulties might be apprehended in the performance of pylotoplasty.
Summary
Between 1963 and 1965, 175 men with duodenal ulcer were treated by elective truncal vagotomy and Heineke-Mikulicz pyloroplasty with two operative deaths from cardiac complications and four subsequent deaths unrelated to -operation. Of the 169 surviving patients 158 attended for review two years after operation. The results elicited were contrasted with those obtained in a previous study of patients two years after elective vagotomy and gastroenterostomy, vagotomy and antrectomy, and subtotal gastrectomy for duodenal ulcer:
(1) Of the various postgastric operation syndromes the only ones that were less common after vagotomy and pyloroplasty than after vagotomy and gastroenterostomy were bilious vomiting, early dumping, and diarrhoea, but the differences were statistically insignificant.
(2) Within two years of operation recurrent ulceration had been diagnosed in 6.3% of patients after vagotomy and pyloroplasty, as contrasted with 3.6% of patients after vagotomy and gastroenterostomy and none of the patients after vagotomy and antrectomy or subtotal gastrectomy.
(3) Overall assessment (Visick grading) of the outcome after the various operations gave poorer results after vagotomy and pyloropIasty than after any other method; the difference as compared with vagotomy and antrectomy or subtotal gastrectomy was statistically significant, but as against vagotomy and gastroenterostomy it failed to achieve significance.
We should like to express our thanks to the following for their assistance in the conduct of this study: to Mrs. R. Nicolson, Mrs. M. A. Pybus, and Miss Lyn Alexander for secretarial services; to Mrs. Dent for help in tracing patients; and to the Board of Governors of the United Leeds Hospitals and the York Peptic Ulcer Research Trust for grants to defray -some of the costs of the investigation.
